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Paediatric dentistry
Artefact or fiction?
Sir, an eight-year-old girl was recently seen on the paediatric dental department at Newcastle Dental Hospital following referral from her GDP. Clinical and radiographic examination revealed caries in her primary molars. These were planned for restoration using preformed metal crowns (PFMC) by means of the Hall technique. However, upon discussion with her parents regarding this treatment modality it emerged that the patient was currently receiving growth hormone, and as part of her treatment was having her pituitary gland monitored annually, by means of an MRI scan. Her parents were thus concerned about the potential interaction between PFMCs and MRI, as they believed this may have some bearing on the image quality, or that they may interact with the scanner itself.
PFMCs are an austenitic stainless steel alloy (18/8 or Type 304) which is generally accepted as being non-magnetic (although significant cold working can cause conversion to the magnetic ferritic form).
A search of the literature did not reveal any studies specifically relating to PFMCs and MRI. The effects on stainless steel orthodontic components have, however, been extensively studied. Stainless steel orthodontic bands could be considered similar to PFMCs and these are thought to be MRI-safe, as long as they are securely attached.
1,2 However, metals of this nature can produce large amounts of artefact, thus having a negative effect on image quality.
In fact, stainless steel crowns, nickel chromium crowns and cobalt chromium crowns are at highest risk of causing artefacts on an MRI scan. 3 It was also noted that the maximum area of signal loss is when the offending material is within 10 cm of the region of interest. 3 In relation to this case, it is not unreasonable to assume that PFMCs would cause unwanted artefacts, owing to the fact that both the mandible and maxilla lie within a 10 cm radius of the brain. One could also imagine that if multiple PFMCs were present in multiple quadrants, this could even render an MRI undiagnostic. Delman 4 has thoroughly investigated imaging in paediatric pituitary abnormalities, and has documented the unwanted artefacts caused by fixed orthodontic appliances, clearly showing the negative impact these can have on MRI imaging in the head and neck area.
Given the difficulties of liaising with this patient's overseas doctors, the primary teeth were restored conventionally with composite restorations instead. As PFMC use becomes more widespread in the paediatric population, queries over their interaction with MRI may increase and further research/guidelines in this area would be useful.
O 6 and access to this examination would also augment any subsequent portfolio application for mediated entry to the OS specialist list. This approach works well for the GMC with its Certificate of Eligibility for Specialist Registration model.
Once on the specialist list, these individuals would be able to apply for OS consultant roles. This step is necessary to try and remedy the current shortfall in training posts, which is extremely important in the interim as an increase in OS national training numbers cannot happen overnight. This method of application is onerous and is in no way a 'back door' route on to specialist lists.
BAOS is ultimately concerned with gold standard delivery of OS for patients. Safe, high quality care for all undergoing OS in every environment is only attainable with adequate workforce numbers comprising properly trained, quality assured OS specialists and consultants. The excellent paper by Fullarton et al. 1 clearly demonstrates the need for robust workforce planning and illustrates that the lamentably low numbers of OS training programmes (45 in total in the UK) are currently insufficient to provide this.
R. Hierons, P. Blacklock, P. Brotherton, BAOS, Edinburgh, UK
Oral health
IE advice
Sir, I was intrigued to read the article relating to infective endocarditis in the recent issue of your journal. 1 I agree with the authors that reliance on antibiotic prophylaxis is insufficient and prevention is key to reducing the risk. However, it should be emphasised that evidence has suggested bacteraemia can result from normal activities and is not limited to trauma to the soft tissue, as suggested to be the causative factor for the patient who possibly traumatised their gingiva using a toothpick. Mastication itself can increase the prevalence of bacteraemia by 17-51%, and dental flossing by 20-58%. 2 A review by Roberts in 1999 suggested that it is far more likely these everyday procedures including tooth brushing and flossing are the cause of infective endocarditis rather than isolated random dental-induced bacteraemia that follows trauma. It is more likely that the cumulative exposure to bacteraemia from everyday activities increases a patient's risk of developing endocarditis as bacteraemia following dental procedures and isolated trauma to the mucosa is of low intensity and short duration. 3 Therefore, by reiterating the advice offered by the NICE guidelines we focus on prevention and also the importance of case-selective advice. 4 The preventive advice must include providing patients at risk with information about symptoms that may indicate infective endocarditis. Additionally, emphasising to them the importance of good oral health in reducing their risk and reminding them about the risks of bacteraemia from undergoing other invasive procedures such as body piercing or tattooing.
N. Elsherif, London, UK
